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Transition Referral 

 
The purpose of this notice is to inform the _________________________ School 

District that ________________________ is going to turn 3 years old on __________ 

and may be eligible for Part B services upon age 3.   

He/She is the child of ___________________________________________________  

Address:  ___________________________ Phone number:____________________. 

The concerns regarding this child have been discussed with the parents/guardians on 

________________(date) by ____________________________ (signature and title) 

and they are aware and understand the purpose of the impending referral. 

An evaluation is recommended to determine Part B eligibility status.  The IFSP reflects 

__________________________ (child’s name) was receiving services in the following 

developmental areas: 

 

_____  Communication 

_____  Physical development - fine motor, gross motor, vision, hearing (please circle) 

_______  Cognitive 

_____  Social/emotional 

_____  Adaptive 

_____  Child’s evaluations are less than 1 year old. (indicate yes or no) 

_____  Date of Evaluations ______________________________ 

 

Any questions regarding this referral should be directed to 

(name)________________________________________________________________

(phone)_______________________________________________________________ 

 
Date referral sent:_____________(initials)_______ 
 
Date referral received: _________(initials)_______ 
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